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: Doors protecting corridor openings in other than
requirad enclosyres of vertical openings, exits, or
. hazardous areas are substantial doors, stich as

i those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors In sprinkiered bulldings are only
réquired to resist the passage of smoke. There is
no tmpediment to the closing of the doors. Doars
 are provided with a means suitable for keeping
the door closed, Dutch doors meeting 18.3.6.3.6
: are parmitted. 18.3.8.3

! Roller tatches are prohiblted by CMS regulations
1in all health care faclitles,

[
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i

] This STANDARD is riot met as evidenced by:

: Based on abservation and interviaw, the facility
failed to assure corridor doors closedtoa  °
positive latch

The findings include:

Observation and Intarview with the Maintenance
Director, on August 20, 2013 2t 8:45 am
confirmed corridor door to resident room 112
faited to close to a positive latch.

This finding was verified by the Maintanance

i Supervisor and acknowledged by the
Administrator during the exit canferance on
August 20, 2013,

K021 NFPA 101 LIFE SAFETY CQDE STANDARD Ko

LIFE CARE CENTER OF GRAY
GRAY, TN 37615
) | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5
FREFIX {EACH DEFICIENCY MUST BE PRECEDED B FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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| DEFICIENCY)
] ¥
K 0181 NFFPA 101 LIFE SAFETY CODE STANDARD K018 1. Whai corrective actions will be 10/05/2013
§$8=0D accomplished for those residents found

to have been affected by the deficient |
practice? ;
a) No residents were affected |
2. How will you ideniify other residents
that have the potential to be alfected by
the alleged deficient practice and what
corrective action will be taken.

a) All residents have the potential to be
affected

3.What measures will be put into place
or what systematic changes will vou
make 10 ensure that the deficient
practice does not recur?

Corridor door to resident room 112
immediately fixed to positive latch by
adjusting hinges by Maintenance
Director on 8/20/2013. Drill will be
conducted once weekly for three months
to ensure these doors close to a positive
latch.

4. How the corrective action{s) will be
monitored to ensure the deficient
praclice will not recur and whal guality
assurance program will be put in place? |
The Maintenance Director will report I
the findings of the audit to the
performance improvement committee
for three months.

The performance improvement
commitiee will review the results. Tf it
is deemed necessary by the commiltee,
additional education may be provided;
the process evaluated/revised and/or the
audits reviewed, for three months or
until 100% compliance is achieved.

21

LABORATORY DIRECTOR'S OR PROVIDER/SHPPLIER REPRESENTATIVE'S SIGNATURE TITLEI {X8) DATE
/H{%;{/U/\ LKA Exeoiihye oWeciv q-latz

TRy dehaency statamynt pnding with an astersk {*} denatea a deficioncy which tha ingtitulion may be excused frem corectng providing i 15 datermined that

othar safeguards providersufficient protection to the patlents. (See Instruciions.) Excap
following the date of survey whathar or not a plan of conectlen Is provided. Far nursing
doys following tha date these documents ara mada avallable to the faclity, If deficlenc!
program participatlon.
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Any door in an exit passageway, stairway

| enclosure, horizontal exit, smoke barrier or
hazardous area enclosuré is held apen only by
devices arranged {0 automatically close all such
dears by zone or throughout the facility upen
actlvation of:

a) the required manual fire alarm system;
b) local smoke detectors designed to detect

smoke passing through the opening or a required
smoke detection system; and

| ¢} the automatic sprinkler system, if installed.
i 19'2'2‘2'6l ?~2|1|8.2

|
I
i

This STANDARD is not met as evidenced by:

i Based on observation and Interview, the facility
failed to assure, corrldor fire doars would close to
a pasitive lateh.

The findings include:

Obseorvation and Interview with the Maintenance
Director, on August 20, 2013 at 10:40 a.m
confirmed the following ¢orridor fire doors would
not close to a positive latch: doar to Physical
Tharapy near transient rehab room, Kitchen fire
doors to the dining reom, and corridor fire doors
at the entrance to the dining room.

These findings were verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
August 20, 2013.

K021 accomplished for those residents found 10
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445479 B. WING 0812612013
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LIFE CARE CENTER OF GRAY 19 0L GRAY STATN R0
(X<} D | SUMMARY STATEMENT OF DEFICIENCIES e | PROVIDER'S PLAN OF GORRECTION [ (xey
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
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K 021 ! Continued From page 1 1. What corrective actions will be 10/05/2013

have been affecied by the deficient practice?
Nao residents were affected

2. How will you_identify othet residenis thal
have the potential to be affected by the

alleged deficient practice and what corrective
action will be taken.

All residents have the potential {o be affected
3.What measures will be put into place or
what systematic chanpes will you make to
ensure that the deficient practice does not
recur?

Deor to physical therapy near transitional
rehab and corridor [ire doors to the dining
room immediately fixed to positive latch by
adjusting hinges by Maintenance Directar on
8/20/2013. Hinges replaced on kitchen fire
doors on 9/3/13 and now close 10 2 positive
latch. Drill will be conducled once weckly
for three months to easure these doors close
to a positive latch.

4.How the corrective action(s) will be

monitored to cnsure the deficient practice
will not recur and what guality assutance

program will be put in place?

The Maintenance Dircctor will report the
findings of the audit 1o the performance
improvement committee for three months,
The performance improvement commitlec
will review the results. 1fil is deemed
necessary by the committee, additional
education may be provided; the process
evaluated/revised and/or the audits reviewed,
for three months or unlil 100% compliance is
achicved.

FORM CMS-2587(02-08) Previcug Vorsions Obsolela Evant ID:CCNL21
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o | SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;:fg’DN
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t T
! 1. What corrective actions will be I
K 029 | Continued From page 2 K 028! accomplished for those residents found to ; 10/05/2013
K 028! NFPA 101 LIFE SAFETY CODE STANDARD K Q29| have been affected by the deficient practice?
S8=D i No residents were allected
J One hour fira rated construction (with % hour 2. How will you idemify other residents that
: fira-rated doors) or an approved automatic fire have the potential to be alfecied by the
| extinguishing system in accordance with 8.4.1 alleged deficient practice and what corrective

action will be taken,
All residents have the potential to be alfected
3.What measures will be pul into place or

| and/or 19.3.5.4 protects hazardous areas. When
: the approved automatic fire extinguishing system

| option is used, the areas are separated from n "
. . what systematic changes will you make 10
! other spaces by smoke resisting partitions and ensure that the deficient practice does nof
|
doors, Doors are self-closing and nonerated or r__—-—L—_Lecur’?
field-applied protective plates that do not exceed Door elosures instailed on the medical
48 inches from the bottom of the door are record storage room and staff development
permitted.  19.3.2.% office doors on 9/3/13.

: ' Doors will be spot checked once a week to
| ensure the closures remain functional,
4.How the corrective action(s) will be

monitored to ensure the deficient practice

This STANDARD s not met as evidenced by: will not recur_and what quality assurance

Based on observation and Interview, the facllity program will be put in place?

failed to assure rooms larger than 50 square feet, The Mainienance Director will report the

used {0 store combustible materials, were findings of (he audit to the performance
provided with daor closars, improvement committee for three months, ]
The findings include: The performance improvement committee i

i will revicw the results, Ifit is deemed

Observatlon and interview with the Maintenance necessary by the committee, additional !
Director, on April 18, 2013 at 1:15 p.m. confirmed education may be provided; the process

evaluated/revised and/or the audits reviewed,

| the Madical records storage room and the Staff for three months or until 100% compliance is

i Development office doors were not provided with

i door closers. achieved.
, These findings were verified by the Maintenance
| Supervisor and acknowledged by the
| Administrator during the axit conference on ] ) ,
1. What corrective actions will be 10/05/2013

; August 20, 2013,
K045 NFPA 101 LIFE SAFETY CODE STANDARD

K 045 accomplished for those residents found I?
have been affected by the deficient practice?

35=E1 :
. inati ; No residenis were affected
E m'um maﬂon‘ of means of orese: .Includ:ng BKIF 2. How will vou ideniify ather residents that
I qlsc!‘arge' 's arranged 8o that fallurs of any.srngla have the potential to be affected by the
i ighting fixture (bu[b) will not feave the area in alleped deficient practice and what correclive
FORM CMS-2567(02-98] Provious Varsians Obaotete Evant [£:GONL21 Facilty 10; TNAO10 I continuation shaet Page 30! 6
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K045 | Continued From page 3 K 046/ action will be taken.
darkness. (This does not refer to emergency All residents have ll_)e polenli_al lo be affected
lighting in accordance with sectlon 7,8.)  79.2.8 3.What measures will be put into place ot
what systematic changes will you make (o
cnsurc that the delicient practice does not
recur? i
: Lights added at the side exits from station 4. I
: ; . . Lights will be checked once weckly lo :
This STANDARD " not me.t as e.Wdenced by: ensure they are still functional for three
B_ased on observation and interview, the facillty months
falle?dtodas.sﬁﬁ? ex.]ls paths to the public way was 4.How the corrective action(s} will be
-?-rov e . wit . ighting. monitored to ensure the deficient practice
1 he findings include: ] . will not recur and what quality assurance
Observation and interview with the Maintenance program will be put in place?
! Director, on August 20, 2013 at 11:35 a.m, The Maintenance Director will report the
! eonfirmed tha outside lights at the side exits from findings of the audit to the performance
station 400, rear of the building and front/side improvement committee for three months.
were not provided with egress lighting such that The performance improvement committee
the failure of any single lighting fixture (bully) will review the results. Ifit is decmed
would not leave the area In darkness (NFPA 104, accessary by the committee, additional
7.8.1.4). education may be provided; the process
This finding was verified by the Malntenance evalualedfrevised andfor the audits reviewed,
Supervisor and acknowledged by the for three months or until 100% compliance is
: ﬁdministrator during the exit conference on achicved.
ugust 20, 2013,
K062 | NFPA 101 LIFE SAFETY CODE STANDARD Kog2
SS=E 1. What corrective actions will be 10/05/201
Required automatic sprinklet systems are —p———-——-——-——am"; ]'Sher? mréhl;) Selr‘e;‘d;"fs foundto | :
coninuously matained n relabo cparting bt et b e ctn !
condition and are inspected and tested ° : Co .
- 2. How will you identify other residents that
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, have the potential lo be affecied by the
| 9.7.5 alleged deficient practice and what corrective
! action will be taken,
| All residents have the potential 1o be affected
; 3.What measures will be put intg place or
This STANDARD (s not met as evidencad by: what systematic changes will you make to
Based on observation and interview, it was ensure that the deficient practice docs nol
determined the facility falled to assure the recur?
sprinkler system was maintained. 2 sprinkler heads will be replaced to be quick
! The findings include: responsc heads on $/13/13 to ensure all threc
! sprinkler heads outside the social services

FORM CMS-2587(02-88) Previous Versions Obsolate

Evont I0;CONL2]

Fagiity (0: TNAO10
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AND P GF COEFICIENC PROVIDER/SUPFLERICLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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NAME OF PROVIDER QR SUPPLIER 08/20/2013
STREET ADDRESS, CITY, STATE, ZIP CQDE
LIFE CARE CENTER OF GRAY 751 OLD GRAY STATION ROAD
X410 | SUMMARY T e
1 STATEMENT QF DEFIGIENCIES
PR | ARACH BEFICIENCY MUST B2 PRECEDED BY FULL PREFIX (EACH CORREETVE ACTION SHOUD condi
: R L.SC IDENTIFYING INFORMATION) TaG CROSS REFERENCED T THE APPROPRATE e
; DEFICIENCY)
: ' office are quick responsc heads.
K062 Continued From page 4 K 062, Will check once weekly to verify these
Y1, _Observatioq and interview with the sprh:tlcr heads are stili in place for three
: g}glgfggrgz i’x%ﬁm%ﬁﬂgﬁg&%ﬁfgtgg}de z%[;wsihe corrective action(s} will be
, ' o itored t i i
; ﬁ'"" confirmed only one (1) of three (3) sprinkler will nol teeur and ii&ﬂf df:; F:mm ——
i zead%gere qL;Ick response heads. rogram will be put in (:atcel‘i"'F e
. 2. . Observation and interviaw with the The Maintenance Dirctor wi
-/ The Maintenance Direclor will t th
J g‘oan'g:;":‘;fw?rgs""ﬂ?tor on August 20 at 1:50 p.m. findings of the audit to the ‘[;Velrf:rzri(:l:}cc )
the atttc by roomsggg;ﬂgd by sprinider piping in improvement committee for three months.
| pi nd above the laundry Thlt]: performance improvement committee
o . will review the resuvits. If it is deemed
;3953 flndmgs were verifled by the Maintenance necessary by the commiliee, additional
d pervisor and acknowledged by the education may be provided; the process
i ministrator during the exit confarence on evaluated/revised and/or the audits reviewed,
ugust 20, 2013, for three months or untif 100% compliance is
r; 26? i NFPA 101 LIFE SAFETY CQDE STANDARD Kog7| achieved.
=E i
. . 1. What corrective actions will be 10/05/2013 1
\}:ﬁst:gg- tg‘:}g?ﬁngbfaﬂd a_if conditiening c_omply accomplished for those residents found o
in acoor g’an lo?ﬁﬁ saction 8.2 and are installed have been affected by the deficient practice?
Speciﬁcatiog w 19‘“‘3 manufacturer's No residents were affected
116,529 . 5.2.1, 9.2, NFPA 90A, 2. How will you identify other residents that
g have the potential to be affected by the
] alleged deficient pragtice and what correclive
! I' action will be taken,
: All residents have the potential lo be affected
i . 3.What measures will be put intp place ot
i This STANDARD is not met as eviden what systemalic changes will you make [0
ced by

[
!
{

r

NFPA 80A, 3-4.7 Maintenance - At least evary 4
years, fusible links {where applicable) shall be
ramoved; all dampers shall be operatad to verify
that they fully close; the lateh, if provided, shall be
checked; and moving parts shall be lubricated as
necessary. :

Bas_ed on observation, interview and record
review, the facility failed to assure fire dampers
were maintained in accordance with NFPA 90A.
The findings include:

Observation during the building tour on August
20, 2013 between 9:45 a.m. and 1:30 p.m.

ensure that the deficient practice does not
recur?

All fire dampers identified and labeled. 4
year required maintenance performed on all
dampets. Dampers will be spot checked once
weekly (o ensure funclionality for three
months.

4.How the corrective action(s} will be
monitored to ¢nsure the deflicient practice
will not recur and what qualily assurance

program will be pui in place? .
The Maintenance Director will report the :
findings of the audit lo the performance |
improvement committec for three months. ;

FORM CMS-Z687(02-49) Previcus Vorglons Obaclsto

Event (D;CCNL2Y
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i Means of egress are continuously malntained free
, of all obstructions or impediments te full instant
_ use in the case of fire or other emergency. No
[ furnishings, decoratlons, or other objects obstruct
| exits, access to, egress from, or visibllity of exits,

V7110

|

1

i This STANDARD is not met as evidenced by:

Based on observation and interview, the facility

: failed to assure the corridors in the means of
egress were maintained clear of all abstructions

: (NFPA 101-7.1.10.2.1.)

i The findings include:

, Observation and interview with the Maintenance

| Director, on August 20, 2013 at 1:50 p.m.

1 confirmed the laundry wing corridor had clean

: linen carts, floor dollies, and boxes of resident

. personal belongings throughout the corridor,

. This finding was verified by the Maintenarnca

| Supervisor and acknowledged by the

; administrator during the exit conference on

| August 20, 2013,

1

No residents were affected

2. How wifl you_identify other residents that
have the potential 10 he affected by the
alleged deficient practice and what corrective
- action will be taken.

All residents have the potential (o be affected
3.What measures will be put into place or
what systematic changes will you make to
ensure that the deficient practice does not
recur?

All clutter removed from the [aundry wing
corridor. All staff educated nol lo store
anything in this arca. Maintenance director
will check daily to ensure no objects are
blocking the means of egress for three
months.

4. Haw the corrective action(s) will be
monitored to ensure the deficient practice
will not recur and what quality assurance
program will be put in place?

The Maintenance Direclor will report the
findings of the audit to the performance
improvemenl committee for three months.
The performance improvement commitiee
will review the results. If it is deemed
neccssary by the commitiee, additional
education may be provided; the process
evaluated/revised and/for the audits reviewed,

for three months or vntil 100% compliance is
—achjeved.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
izg'rg&imé lc:aé c{))REEICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
FCTION DENTIFIGATIONNUMBER: 1 2 GUILDING 01 - LIFE CARE CENTER OF GRAY COMPLETED
445478 B WiNG 08/20/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE. ZIP CODE
LIFE CARE CENTER OF GRAY 791 OLD GRAY STATION ROAD
GRAY, TN 37615
(X410 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION [
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLEVION
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DAIE
: DEFCIENCY) :
|
' !
K 067 | Continued From page 5 K 067/ The performance improvement commitice '
| confirmed over 30 fire dampers were observed. will review the results. ‘If itis de_e_mecl i
| Record review and interview with the necessary by the committee, additional i
t Maintenance Director on August 20, 2013 at 1:20 education may be provided; the process |
“p.m. confirmed the facility performed the 4-vear evaluated/cevised and/or the audits roviewed,
: required maintenance to twelve (12) fire for threc months or uatil 100% compliance is
! dampers, achicved.
1 This finding was verified by the Malntenance
| Supervisor and acknowledged by the
. Administrator during the exit conference on L. What corrective actions will be
v August 20, 2013, accomplished for those residents found to
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K Q72| havebeen affected by the deficient practice? | 10/05/2013

FORM CMS-2567(02-09} Provigus Varslons Obsolete
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